Coronary artery disease (CAD) is a major cause of morbidity and mortality in chronic kidney disease (CKD). It is associated with poorer outcomes as compared to non CKD and is caused by both traditional and uremia related risk factors including coronary calcification. We examined CAD lesions in CKD for number of arteries involved, site,morphology and outcomes. METHODS: Case records of consecutive patients undergoing coronary angiography(CAG) in March 2017 at our hospital were studied. Among these CKD was identified based on estimated Glomerular filtration rate (eGFR) by four variable MDRD formula of < 60 ml/min/1,73 m 2 for at least three months. This group was compared with those with eGFR 60ml/min/1.73 m 2 . The groups were compared for number, site , morphology of coronary artery lesions, demography and mortality with follow up of up to six months. Indications for CAG were unstable angina/ persistent stable angina/positive stress treadmill test/preoperative evaluation in standard indications. Coronary artery stenosis was considered significant at 50 % or above, morphology described as discrete if less than 10 millimeter(mm) in length, tubular if 10 to 20 mm, diffuse if > 20 mm, tandem if multiple and critical if > 70 % stenosis.Presence of calcification was noted. Statistical analysis was done on SPSS 20 and p value less than 0.05 considered significant. RESULTS: Of 299 patients 223(74.5%)were males,149(49.5%) had diabetes mellitus, 176(58.9%) hypertension, mean age 61 6 10.6 years and 60(19.9%) had CKD (Table  1) .There was no significant difference between groups for tubular,tandem,diffuse lesions and presence of calcification.Multiple coronary artery involvement(43,71%), discrete lesions(mean 1.8660.78 vs 1.5960.79), Diabetes mellitus(41/60,68.3%), hypertension(49/60, 81.7%),requirement of dialysis(8/60,13.3%) after CAG and mortality(7/60,11.7%) were significantly more in CKD (Table 2) .
INTRODUCTION AND AIMS:
Coronary artery disease (CAD) is a major cause of morbidity and mortality in chronic kidney disease (CKD). It is associated with poorer outcomes as compared to non CKD and is caused by both traditional and uremia related risk factors including coronary calcification. We examined CAD lesions in CKD for number of arteries involved, site,morphology and outcomes. METHODS: Case records of consecutive patients undergoing coronary angiography (CAG) in March 2017 at our hospital were studied. Among these CKD was identified based on estimated Glomerular filtration rate (eGFR) by four variable MDRD formula of < 60 ml/min/1,73 m 2 for at least three months. This group was compared with those with eGFR 60ml/min/1.73 m 2 . The groups were compared for number, site , morphology of coronary artery lesions, demography and mortality with follow up of up to six months. Indications for CAG were unstable angina/ persistent stable angina/positive stress treadmill test/preoperative evaluation in standard indications. Coronary artery stenosis was considered significant at 50 % or above, morphology described as discrete if less than 10 millimeter(mm) in length, tubular if 10 to 20 mm, diffuse if > 20 mm, tandem if multiple and critical if > 70 % stenosis.Presence of calcification was noted. Statistical analysis was done on SPSS 20 and p value less than 0.05 considered significant. RESULTS: Of 299 patients 223(74.5%)were males,149(49.5%) had diabetes mellitus, 176(58.9%) hypertension, mean age 61 6 10.6 years and 60(19.9%) had CKD (Table  1 ).There was no significant difference between groups for tubular,tandem,diffuse lesions and presence of calcification.Multiple coronary artery involvement(43,71%), discrete lesions(mean 1.8660.78 vs 1.5960.79), Diabetes mellitus(41/60,68.3%), hypertension(49/60, 81.7%),requirement of dialysis(8/60,13.3%) after CAG and mortality(7/60,11.7%) were significantly more in CKD (Table 2) .
CONCLUSIONS:
In CKD patients, coronary artery disease is more likely to involve multiple arteries with morphologically more discrete lesions and associated with higher mortality. , 50.5% male with mean age 47.0 6 10.6 years) was enrolled from 9 hospitals in Korea. Initially, 55.8% of the patients were asymptomatic and pain was the most common symptom (13%). 86.3% and 81.5% of the patients had hypertension and hepatic cysts, respectively. Height-adjusted total kidney volumes (htTKV) were larger as patients growing older in the males, height-adjusted total liver volumes were larger as patients growing older in the females. Older age, higher 24-hr urine protein excretion, lager htTKV, and hyperuricemia were independently associated with lower eGFR, whereas, using febuxostat were independently associated with higher eGFR. CONCLUSIONS: This cohort of Korean ADPKD patients will provide better clinical characteristics and outcomes for comparison with other previous cohorts, especially Korean physicians. In this cohort, lower level of uric acid and using febuxostat were associated with higher eGFR.
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INTRODUCTION AND AIMS:
Ethnicity is a significant factor regarding health status of dialyzed patients. In Slovakia Roma represent the largest minority. Thus far, it has been shown that Roma compared to non-Roma have a significantly higher likelihood of getting end-stage renal disease and that their chances for survival on dialysis are lower. Evidence is lacking regarding morbidity between Roma and non-Roma. The aim was to compare the health status of dialyzed Roma and non-Roma using the Charlson comorbidity index (CCI). METHODS: All Slovak dialysis centers for adults were asked to fill in a questionnaire with demographic and clinical data, including comorbidities. Cross-sectional analysis of 2082 patients of average age of 63.8613.8 years was performed. Comorbidities were expressed as the CCI, and ethnic differences were calculated. Linear regression was performed to adjust for differences in gender and age in both ethnic groups. RESULTS: Roma represented 13.0% of the whole dialyzed population in Slovakia (n¼270). Morbidity expressed as CCI was significantly lower in the Roma population (p<0.001). After adjusting for gender and age, ethnicity failed to be associated with the CCI in the linear regression analysis (p¼0.965, variance of the model -adjusted R 2 38.6%). CONCLUSIONS: The health status of dialyzed Slovak Roma does not differ cross-sectionally and adjusted for age and gender from the health status of dialyzed non-Roma. 
